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Recurrent carotid stenosis after angioplasty and stenting
William J. Quinones-Baldrich, MD Los Angeles, CalifA 31-year-old white female presented to her physicians complaining of a noise in
her right ear. A right carotid bruit was found. Duplex ultrasound and angiography
showed the presence of a severe right distal common carotid artery stenosis (A). The
patient had no risk factors for atherosclerosis. A competitive skier, she gave history of
several falls, none of which required hospitalization.
The patient underwent carotid artery angioplasty and stent placement. Seven
months later, the patient was noted to have a 90% recurrent stenosis, which was
confirmed by angiography (B). The patient had a second angioplasty using a protec-
tive device (C). A new lesion, distal to the stent, was noted but felt not to be
hemodynamically significant. A duplex scan 6months later revealed a90% recurrent
stenosis within the stent. The patient was referred toUCLAMedical Center. A duplex
scan confirmed the presence of a severe, 90% stenosis in the area of the stent.
Under general anesthesia, the right carotid artery was explored. A severe in-stent
restenosis was present, with occlusion of the external carotid artery, and a second area
of intimal injury distal to the stent (Cover). The latter most likely represents injury to
the distal internal carotid artery by the protection device. The internal carotid artery
was replaced with a 6-mm polytetrafluoroethylene graft from the common carotid to
the very distal internal carotid artery. A completion arteriogram showed an excellent
technical result (D). Duplex scan 2 years later showed no evidence of recurrent
stenosis.
DISCUSSION
Carotid artery angioplasty and stent placement is emerging as an alternative to
carotid endarterectomy in the management of patients with significant carotid artery
disease. Pending the results of a randomized trial,1 the frequency with which this
procedure is performed is likely to increase. Experience with angioplasty and stent
placement in other medium-sized arteries suggests that recurrent stenosis will be seen
with an estimated frequency of 15% to 30%. Although a second angioplasty may
resolve some of these instances, surgical repair will likely be necessary. The procedure
is made difficult by the inflammatory process that occurs in the arterial segment
containing the stent. In addition, distal injuries can occur with routine use of
antiembolic devices. Carotid artery replacement is likely to be necessary for most of
these patients. The selection of conduit remains controversial. Replacement grafts
using polytetrafluoroethylene in patients requiring internal carotid artery replacement
have proven durable and are our conduits of choice.2
This case of carotid artery stenosis in a relatively young patient illustrates the
importance of judgment in the management of patients with significant carotid artery
disease. Until long-term follow-up is available for carotid angioplasty and stenting,
use of this alternative in young patients should be limited.
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